A previously healthy 19 year-old college student presented with abrupt onset of nausea, vomiting, dizziness and vertigo, and progressively worsened with hoarseness, and swallowing disturbance, imbalance, numbness of right face and leftside limbs and trunk. The diagnosis of Wallenberg syndrome was established by clinical manifestations and medullary hemorrhage by combination use of magnetic resonance imaging (MRI) with computed tomography (CT). Supportive treatment was given to the patient and there was considerable improvement in his neurologic status after 40 days treatment.
INTRODUCTION
Wallenberg's syndrome (also called lateral medullary syndrome, or posterior inferior cerebellar artery syndrome) is one of the most common clinically recognized conditions, which was first reported in 1895 [1] and localized to lateral medulla supplied by the posterior inferior cerebellar artery (PICA). The Wallenberg syndrome is a rare syndrome involving part of the medulla oblongata with consequent cross-loss of pain and temperature sensation in the ipsilateral orofacial region and counter-lateral body, loss of taste, and palatal palsy and loss of gag reflex, together with Horner's syndrome and ataxia, and relatively rarely with persistent obstinate singultus and cerebral-cardiac syndrome. In the majority of cases Wallenberg syndrome is caused by an arteriosclerotic-thrombotic occlusion of the homolateral intracranial vertebral artery or posterior inferior cerebellar artery.
CASE REPORT
We are reporting a case of Wallenberg syndrome in a young adult caused by hemorrhage of medulla oblongata. A previously healthy 19 year-old college student presented with abrupt onset of nausea, vomiting, dizziness and vertigo, and progressively worsened with hoarseness, and swallowing disturbance, imbalance, numbness of right face and left-side limbs and trunk. Around seven days had passed before he came to our hospital and was admitted. On admission his blood pressure was 130/80 mmHg, and his heart rate is 70 times per min. He was alert and fully oriented. Neurological examination showed dysphagia, dysarthria, coarse bilateral horizontal nystagmus, deceased left-sided facial pain and temperature sensation and moderate contralateral limbs and trunk hypalgesia, left velar and pharyngeal paresis, moderate left-sided cerebellar ataxia, and Horner sign as well. In addition, no abnormal motor strength or muscle tone, and no pathologic or meningeal irritation signs were found, and discriminative sensitivities including light touch, 2-point discrimination, monofilament perception, position sense and pallesthesia were also normal. The diagnosis of medullary hemorrhage was established by combination of magnetic resonance imaging (MRI) with computed tomography (CT). Preliminary MRI scan showed abnormal signals (T1WI showed high signal intensity lesion and T2WI showed mixed intensity signals in corresponding lesion, Figures 1 and 2) within the dorsolateral portion of the right lower medulla. It gave the precise anatomic boundary of the intramedullary hematoma and was well correlated with the clinical findings. However, subsequent plain axial CT scan of the head confirmed the diagnosis of hematoma within medulla oblongata, which revealed high density lesion in the corresponding zone.
Besides an arteriosclerotic-thrombotic occlusion of the homolateral intracranial vertebral artery or posterior inferior cerebellar artery, only occasionally an occlusion of the basilar artery or of the distal extracranial vertebral artery was responsible. In particular cases the syndrome was caused by syphilitic vascular changes, metastases or encephalitis in the region of the dorsolateral medulla oblongata. In rare cases, demyelinating diseases [2] , tumors, hemorrhage [3] , and cerebrovascular malformation [4] , etc. may also result in typical or partial Wallenberg syndrome.
Supportive treatment was given to the patient and there was considerable improvement in his neurologic status after the admission. Nausea and vomitting subsided quickly, and he slowly recovered his sense of balance, and recovered from dizziness, vertigo, and hoarseness, and swallowing disturbance. He had only minimal numbness of the left trunk and limbs and mild hoarseness when he was discharged, with stable and satisfactory recovery in symptoms and physical signs and evident reduction of the hematoma in MR re-examination after 40 days of treatment. Follow-up MRI scan showed no abnormality of the medulla oblongata 4 months after the onset and physical examination revealed persistent numbness of left hand even 2 years after the onset (Figure 3) .
Considering the age of the patient, the features of the lesion and the clinical course of the disease, it is inferred by clinical neurologists together with radiologists to be hemorrhage of the lower medulla oblongata caused by cavernous angioma. The characterization of this disease depends on histopathological examinations, which is unattainable for this patient.
CONCLUSIONS
In summary, this is the first time in public literature to report a Wallenberg syndrome in young adult caused by hemorrhage in the medulla oblongata. The differential diagnosis of vascular malformation should be taken into consideration for Wallenberg syndrome, especially in those young patients.
